On the Tyne directly opposite Newcastle stands Gateshead, both towns together forming the greater part of the Tyneside conurbation. The population of Gateshead, never less than 100,000 in the present century, has consisted mainly of skilled, partly skilled and unskilled workers, who made up 91 % of the working population in 1951, in comparison with the national percentage of 81-7. Most of these workers were engaged in the heavy industries and the related coal mining and processing, but in later years there has been an increasing diversion of labour to the varied light industries in the new local industrial estates.
A small village in the nineteenth century, the town in its rapid extension epitomized the horrors of Victorian industrialization. It suffered three epidemics of cholera in 1831, 1849 and 1853, the last of which was explored by the great Sir John Simon in the commission of enquiry. In 1884, the Local Government Board made a further enquiry into the continuous high mortality from the infectious diseases. Both reports reflect the evils of the nineteenth century in insanitary housing, lack of proper sanitation and of proper drainage and sewerage with an attendant overcrowding. Until fairly recently these factors continued to prejudice the health of the town for, in 1936, the official overcrowding survey placed Gateshead as the second most overcrowded borough in England, although a decline of population set in after the First World War.
Industrial depression brought Gateshead into the category of a distressed area, but with the threat of the Second World War the heavy iron and steel industries and coal mining revived, while the Team Valley Trading Estate was set up by the Government within the town, which began the march back to prosperity. Now great changes are taking place. Rehousing of the people from the slums goes on accompanied by the clearance and redevelopment of large areas. Thanks to the assistance of the Special Areas Commission, Gateshead achieved some notable hospital and clinic developments and was indeed very well supplied with hospitals in 1948.
Tuberculosis in Gateshead
Like other areas on Tyneside, Gateshead has all along been severely afflicted by the scourge of tuberculosis. Table 1 illustrates the variation of population in the last sixty years and the dreadful story of tuberculosis until ten years ago. In 1937 and 1938 Gateshead stood with South Shields and Middlesbrough as the worst county boroughs in England and Wales for mortality from tuberculosis and held the same position in the years 1948 and 1949. In these years the tuberculosis mortality was over 1 per 1,000 of population. Table I Tuberculosis rates of Gateshead in the censal years Anti-tuberculosis work started after the First World War but remained fairly primitive for many years, although a small tuberculosis hospital of 50 beds was opened in 1924 and provided with X-ray apparatus for the use of the one Tuberculosis Officer of the Local Authority, who worked also at a small Tuberculosis Dispensary. Notified cases of tuberculosis were often found to be in an advanced stage of the disease when examined. In order to achieve earlier diagnosis, systematic examination of contacts was begun in 1933 and it was also arranged that practitioners would refer their patients directly to the X-ray unit in the chest hospital on one morning a week. These measures, in turn, led to earlier and better ascertainment of the disease and improved follow-up measures. Gateshead had many arrangements with other bodies for the reception and treatment of tuberculous patients, but in 1936 Gateshead joined a partnership with the other Durham county boroughs, South Shields, Sunderland, West Hartlepool and Darlington, and with Middlesbrough, in the erection of the Poole Sanatorium. Table 2 Cases of pulmonary tuberculosis attending Gateshead Chest Clinic 1936 -1960 and pulmonary deaths in Gateshead 1936 1937 1938 1939 1940 1941 1942 1943 1944 1945 1946 1947 1948 1949 1950 1951 1952 1953 1954 1955 1956 1957 1958 1959 1960 Cases 186  163  172  178  157  168  196  201  231  202  219  226  226  248  222  226  243  267  201  166  242  125  121  124  116   Infectivity  T.B.-T.B.+   80  106  68  95  72  100   77  101  65  92  93  75  89  107  90   111   125  106  103  99   111   108  119  107  128  98  157  91  139  83  152  74   159  84  155  112  115  86   105  61  148  94  66  59  62  59  66  58  74  42   Pulmonary  deaths  104  118  115   119   129  128  107  106  122  98  75  93  99   91   64  47  45  29  38  23  18  19  23  19   6 The great improvement in the tuberculosis situation in Gateshead is shown in Table 2 . A comparison of the tuberculosis death-rates of Gateshead with the national experience is worthy of note, for in 1960 for the first time the Gateshead rate was lower than the national. Although there had been a slow and uneven decline in tuberculosis mortality, it was not until about 1950 that a sharp fall began and this is attributed to the introduction of streptomycin and P.A.S. Latterly, the decline of mortality and incidence has been accelerated by the wider ascertainment of cases of the disease, still more effective therapy with the introduction of isoniazid and the effort to immunize contacts and school leaver children with BCG vaccine. Another measure of progress in the control of tuberculosis is to be found in the tremendous reduction, amounting almost to a disappearance, of miliary tuberculosis of the meninges and lungs from the community, which on the average accounted for 14 deaths per annum in the immediate post-war years.
In 1956, with the co-operation of the Regional Hospital Board, an attempt was made to carry out an X-ray survey of the population. During a period of roughly six weeks, three mobile units and two fixed units were mobilized to deal with the public, industrial workers and the older school population. Altogether 35,121 persons, or 440% of the population over fourteen years were surveyed, this number consisting of 18,359 members of the general public, 12,548 industrial workers and 4,214 school children over 14 years. As a result, 76 active cases of pulmonary tuberculosis were found, and 29 of these had a positive sputum, while the examination of the contacts of the patients yielded 2 more active cases. This accounts for the apparent increase of incidence in 1956 (Table 2 ).
Origin ofthe Present Study
In the autumn of 1956, Dr W C Cockburn of the Public Health Laboratory Service and Dr D Thomson of the Ministry of Health suggested that we should explore and compare locally the different approaches to the problem of extirpating tuberculosis. Broadly, the task was to intensify our efforts, using the means and methods already available rather than by mobilizing a special team, in a more extensive search for contacts of ascertained cases. For this purpose an additional special nurse was employed in September 1957, the necessary finance being found by the Medical Research Council. In March 1958 an Odelca 100 mm camera was established where it was easily accessible in the former tuberculosis dispensary in the grounds of the Health Department. This was a very considerable expansion of the miniature X-ray facilities already available at some distance in the Newcastle General Hospital with its attached mobile unit that was used for the examination of special groups such as factory workers on the Trading Estate. It was hoped that general practitioners would have every patient with a chest disability X-rayed.
The local authority staff had for some years been testing school entrants with tuberculin as a measure of infection in the community and testing older children for suitability for BCG vaccination. As an additional measure it was thought worth while to test some infants in the first year of life and follow them through to school life. With the finding of positive reactors it was hoped to investigate infected families. In the course of this work an issue arose as to the most convenient and rewarding method of performing the large number of tuberculin tests involved. Tuberculin reactors among the school children were encouraged to submit themselves to miniature radiography of the chest and expectant mothers were similarly referred for routine chest radiography. Lastly, members of the general public who presented themselves at the Odelca Unit were welcomed.
For long it was known that great numbers of chronic infectious tuberculous patients were at large in the community. Attention was specially directed to these with a view to the repeated examination of their contacts and also to the prevention of the obvious dangers presented by these patients, of whom no less than 224 were counted in 1951, 146 being fully ambulatory and even working at that time, white living in their homes in contact with a total of 469 persons. It was obvious that the more chronic infectious patients were among the older age groups, particularly of males. The co-operation of the general practitioners in the town was sought in an effort to get all their patients aged 50 years and over examined by X-ray. Personal contact was made at a conference in the local chest hospital and the chest physicians and the Medical Officer of Health also attended the meetings of the local medical committee to encourage practitioners to cooperate with the plan. Practitioners were also reminded by circular letters to send all their patients over the age of 50 for chest X-ray examination, whether the illness suggested lung disease or not. It was made possible for practitioners to send specimens of sputum for special culture examination for tubercle bacilli as an alternative to the attendance of patients at the X-ray unit.
Regular conferences were held at which the results were assessed. These were attended by the Medical Officer of Health and members of his staff specially interested in childhood tuberculosis, the three chest physicians, the nurse specially employed for case finding and by Dr Cockbum.
Tuberculin Testing ofChildren Using tuberculin jelly, the testing of tuberculin sensitivity in all school entrants was begun in 1951 and continued until 1955, when other techniques were used. At first over 20 % of the children were found to react to this test, many of these positive reactions resulting from the consumption of raw milk. The area was scheduled for the compulsory pasteurization of milk under the appropriate legislation in 1953. In 1955, using the Heaf multiple puncture apparatus and the Mantoux intradermal techniques, only 6% of all school entrants examined were found to be tuberculin positive. In 1957, annual tuberculin testing of children born in 1956 was instituted and continued as far as possible until 1960, after which they would enter school. For this purpose Rosenthal's prong applicators were used to apply undiluted Old Tuberculin by means of a stainless steel plate or disc with four projections, which were pressed with the aid of a magnet firmly on the stretched skin of the arm. Although it was thought that the results should be comparable with those of the Heaf technique, certain comparative studies were made which led us to abandon the prong technique. It was felt that results might depend on the firmness of the pressure applied through the discs to the skin. Moreover, it proved to be inconvenient to sterilize the apparatus by ordinary methods.
In a number of tuberculous hospital patients the prong test was compared against the Heaf test, using the same tuberculin, and against a Mantoux 1/1,000 intradermal test. It was found that the Heaf gun and the Mantoux test gave strictly comparable results, but the prong test was unreliable on 25 % of these. Compared with Mantoux tests at 1/100 and 1/1,000 dilutions of tuberculin it was found that the Heaf test was not quite so reliable as the 1/100 solution but slightly more sensitive than the 1/1,000. The Heaf method was found, nevertheless, to be the most convenient method for testing large numbers of children.
(a) Children born in 1956: These children were the subject of special testing repeated annually, as far as possible, in the years 1957-1960. 999 children were included in the original group, but this number declined in succeeding years, so that only 1,886 tests were actually carried out. 117 of these children had been given BCG vaccine as tuberculosis contacts, and excepting these, only 12 positive reactors were found, i.e. 1 % of the original group. Search among the contacts of the naturally sensitive children led to the discovery of two adults who had infectious tuberculosis and of two symptomless primary lesions in the siblings of the survey children. Three of the positively reacting children lived within a narrow area wherein an attempt was made to test as many children as possible and to encourage the adults to attend the special X-ray unit. As a result, 148 children were tested, 2 were found to have active primary lesions, but 267 associated adults examined by X-ray were found free from infection.
(b) School entrants: In the years 1955-1960, 7,415 (77 %) of the school entrants were tested by Mantoux or Heaf methods: 277 (3-7%) were found to be naturally positive reactors and 165 were found to have been the previous recipients of BCG vaccine. Whereas in 1955, 89 (6%) of 1,483 children were natural tuberculin reactors, in 1960 out of 1,185 entrant children tested only 24 (2%) were found to have been naturally infected, while 52 had previously had BCG vaccine. The 277 in-21 702 Proceedings ofthe Royal Society ofMedicine 22 fected children were examined at the Chest Clinic, but only 28 had evidence of possibly primary active infection, 52 others showed healed or calcified lesions and 199 had normal chest X-rays.
Efforts made to trace the sources of infection in these tuberculin-positive entrant school children met with little success, but in 1959 a very special effort was made by inviting the parents to come to the Chest Clinic for examination with the child.
Out of 2,172 children tested, i.e. 80 % of the entrants, 98 reacted to tuberculin, but 58 had previously had BCG vaccine. Of the 40 children who had acquired a natural sensitivity, 17 had already attended the chest clinic as contacts, 7 others were found to have active primary lesions and 16 children had neither an obvious lesion nor a history of contact with a possible source of infection. The mother of one child reactor was found to have active tuberculosis.
(c) School Leavers: After a pilot survey carried out in 1954, an attempt was made in the following years to select 13-year-old children suitable for BCG vaccine. In 1955, 293 (28%/) of the 1,038 children reacted positively, but in 1960, 313 (22%) of 1,427 showed evidence of previous infection.
Altogether, 6,101 children when tested yielded 1,610 positive reactors (26%). Of these, 1,322
were submitted to X-ray examination, and as a result 6 children were found to be suffering from active pulmonary tuberculosis. It was not found practicable to trace the source of infection in such a large number of reactors.
Ascertainment ofCases
In the groups from which new cases of tuberculosis came to light, the patients specially referred with chest symptoms to the Odelca Miniature X-ray Unit by their own practitioners provided the biggest yield for new cases, while other successes were found by X-raying the groups of contacts of known cases. Yet these facilities were not used to the fullest extent either by suspects or contacts, although there were regular evening sessions each week. It seemed that, despite the efforts of the team and the local practitioners, many persons were unco-operative and this statement applies with some force to the men over 50 years of age. A comparison of the ages of the persons attending the special unit was of similar distribution to the age groups of the census of 1951. As it seemed to be of great importance to secure the diagnosis of tuberculosis where it existed, often in a chronic infectious form, special arrangements were made to culture specimens of sputum sent from such patients who were unwilling to attend for miniature X-ray examination. This approach, too, was a complete failure.
On the other hand, very large numbers of the adult population were examined by the special X-ray unit and it did appear that, when discovered, the disease was generally detected at an earlier stage than had formerly been the case. This statement is based on a comparison of the percentage of patients in Category III attending the unit, with the experience in a year previous to its use. At the beginning it appeared that the chronic inifectious case of tuberculosis would be a major aspect of the problem but, as time went on, the importance of this factor regressed because of the death of the patients or the success of prolonged chemotherapy in bringing about non-activity. At the end of the survey the remaining chronic infectious cases were few in number or were in such circumstances, either living alone or with elderly contacts only, and not out working, that they no longer presented any great danger to the community. The distribution of tuberculosis by the spot map yielded no information, as it appeared that the disease was uniformly spread among the population as a whole. In the course of the study, it was noted that a patient with an apparently negative tuberculous infection considered to be healed could suffer a breakdown and become ill again. This change particularly was a menace in men over 50 years of age.
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Control of Chronic Infectious Disease
The number of notifications of cases of tuberculosis with a positive sputum in Gateshead falls each year. The total notification rate falls much more slowly. This is because many cases of doubtful activity, of a kind disregarded in the past, are now treated and therefore notified. Some index of infection in the community, other than notification, is needed. Lissant Cox & Hughes (1953) drew attention to this need for a 'live register of infectious cases.' In 1953 there were 276 patients, attending the West End Chest Clinic in Newcastle, 'who are infectious and for whom, in the present state of our knowledge, we have no adequate treatment' (Feinmann et al. 1955 ). This clinic served a population of about 150,000. In 1956 a similar register was started in Gateshead, which at that time had the highest notification rate in England. 164 names were included: 75 of these had a positive sputum all the time; the remainder appeared incurable because Section of Epidemiology andPreventive Medicine 703 of repeated relapse and/or extensive disease. Long-term 'good' chemotherapy (Ross 1958) became firmly established between 1954 and 1956 as routine treatment and ample beds were available for treatment or isolation. At the same time sputum culture and sensitivity tests became routine investigations.
In 1957 a special nurse-investigator was appointed to visit and report on this group of patients. Extensive notes were made on the social circumstances and problems presented by each one. Fresh names were added when it was thought that intensive treatment had failed. In all, just over 200 names were collected. Of the original 164 patients, 25 had stopped attending the clinic. Treatment had failed and confidence had been lost. They needed much persuasion to return. Fiftysix patients were readmitted to hospital in the first year and nearly every survivor on the register has had two or three years of chemotherapy. This is in complete contrast to the attitude reported in the past (Feinmann et al. 1955) when it was thought that this group had little to hope for from drugs.
As a result of treatment a large number, despite extensive lung destruction, are sputum negative and well. However, by 1960 nearly onethird were dead. Twenty-six had resistant organisms and died of the disease. Ofthe rest, many were sputum negative for some time before death and pulmonary insufficiency or intercurrent disease was often the cause.
We now think of chronic disease as that presenting in patients who remain sputum positive for two years after notification. Compared with 164 such patients four years ago, there are now 15. Of these, 9 have resistant organisms. All have extensive disease. All were notified before 1954. In addition, each year about 12 patients, nearly all diagnosed before 1954, relapse, having previously been considered cured or quiescent. These are considered to have potentially chronic disease until satisfactory sensitivity tests and response to treatment are obtained. One or two new patients each year will not at first co-operate in adequate treatment. It may be that the partly treated cases of the 1948-54 era will supply further additions to the register.
In the past the causes of chronicity were considered in terms of extent of disease and the social circumstances and behaviour of the patient. It is now clear that inadequate drug regimes are the only important factor. The problem of refusal to take P.A.S. has not in this part of the world, in the last few years, resulted in the appearance of more chronic sputum positive cases. This may be because nearly all new cases are still admitted to hospital and kept there until the disease is reasonably well controlled. On discharge, all patients have two years of drugs but they are informed that intolerance is common and that other prepartions are available if the commonly used P.A.S./ isoniazid cachets cause upset.
Of 35 patients known to have had organisms resistant to two or more antibiotics, in the last five years, 26 are dead. These figures are similar to those of Stradling & Poole (1959) . There has been no evidence in the past five years of new cases developing resistant organisms.
A special effort was rmade to re-examine contacts of chronic cases. Most were unwilling. 200 were X-rayed but showed no disease. No evidence hls been found that newly notified cases have been infected by chronic cases. Many contacts of these patients have had tuberculosis in the past but there was no evidence of active disease in their present domestic contacts.
Professor J Crofton has claimed that with modern chemotherapy no patient need die of tuberculosis and that all can be rendered noninfectious. We have found this so nearly true that we can report its natural corollarythe rapid and substantial decline of chronic infectious tuberculosis. The fears that have been expressed that drug treatment would prolong the lives and therefore the infectivity of this group are not justified. If this progress is continued it seems unlikely that compulsion is ever going to be a necessary part of the treatment of tuberculosis, although strong persuasion is often necessary.
An effort now being made to control the remainder of our chronic cases with some of the newer drug combinations has met with some success.
Contact Examination
In addition to domestic contacts, in the last two years each newly notified patient has been asked to provide a list ofclose contacts outside the home. A special effort was made to persuade the much increased list of contacts to be examined and if necessary they were brought to the clinic by car.
We fall behind the Edinburgh standard of 100 % contact examination. 78 % of domestic and 70 % of other contacts of sputum-negative patients were seen, 87 % of domestic and 62% of other contacts of sputum-positive patients. A large proportion of notified contacts have early disease.
X-ray Facilities
Newcastle was a pioneer unit in providing mass miniature radiography (M.M.R.) facilities for the general practitioner. Gateshead doctors used them extensively as they did an X-ray session provided at the chest clinic. Unfortunately, records do not show this usage by Gateshead doctors separately. In 1958, a Age groups and sputum state quite separately from the chest clinic. It was intended mainly for general practitioner use but was open to the general public. It was open each afternoon and on two evenings a week. As a result of these examinations 52 cases were notified. The figures for 1960 have not increased despite many appeals. I estimate that its use has doubled the number of Gateshead patients with symptoms who have their chest X-rayed each year. It would not have been possible to manage these numbers with the previous facilities available but it is clear that a unit of this kind does not have the impact of a major mass X-ray campaign.
Other less tangible factors play their part in the control of disease. The lessened fear of disease and the opening of a new attractive clinic two years ago has doubled the number of patients, now 2,000 a year, referred with chest diseases of all kinds, and out of these a small proportion of cases of tuberculosis are found. A separate children's chest out-patient session has been valuable. A quarter of new notifications are made from other hospitals, all too often after a post-operative chest X-ray. This points to the necessity of routine chest films of hospital out-patients, but illustrates how often tuberculosis is diagnosed late. A high proportion of positive cases still have fairly advanced disease. Fig 1 shows the age groups and sources of pulmonary and non-pulmonary cases notified in Gateshead in 1960 (excluding 5 notifications of pulmonary tuberculosis cancelled due to revision of diagnosis). Fig 2 shows the sputum state of these cases.
Dr K M Martischnig
During the years 1958-60 an intensive search was attempted for unknown cases of pulmonary tuberculosis in Gateshead. It was felt that the best method for this purpose was to employ the existing Chest Clinic facilities augmented by a new 100 mm Odelca Mirror Camera functioning as a static M.M.R. unit, and by close co-operation with local general practitioners. They were asked to refer all patients attending their surgeries, with not matter what complaint, for chest X-ray. In this scheme special attention was to be paid to men aged 50 and over because of the incidence of newly notified cases in this age group.
Despite all efforts, the scheme failed, largely due to the apathy of the general public. This was especially marked in men in the older age group. Only 2,414 (14-4%) men aged 45 and over out of the estimated number 16,752 (Registerar General's Census 1951) were X-rayed by the Odelca Unit. A scrutiny of general practitioners' record cards in two practices showed that only 38 and 32 men aged 50 and over out of 100 in each practice, had had their chest X-rayed in the past.
During routine clinical work, it was noticed that quite a number of people with active pulmonary tuberculosis gave a history of abnormal chest X-rays in the past. Tuberculosis had been suspected, but after a period of observation considered inactive and supervision discontinued. These then were people, infected by tuberculosis in the past, who finally did break down and require treatment although they seemed to have overcome the original infection, had been symptomless and their intrapulmonary lesions had remained radiologically stable for a considerable length of time. This view was strengthened by information from the M.M.R. unit in Newcastle upon Tyne. To substantiate it further, it was 24 41 .i...I planned to review 500 cases selected from old records to find out what changes, if any, had taken place and in what time. The criteria for inclusion were: radiologically stable lesion (considered inactive, without previous chemotherapy), and a minimum time lapse of three years from the last X-ray.
Every tenth record of cases discharged from supervision was scrutinized, and if the above criteria applied, a request letter was sent to attend the Odelca Unit for follow-up chest X-ray. Despite a further letter to all who failed to attend in the first instance, out of the 250 who were sent for, only 94 (37 6%) attended; 31 (12.4%) had moved and addresses were not available, and 125 (50%Y.) ignored the request. Of the 94 who attended, only 2 (0-8 %) were recalled and large films showed no change, but within three and six months later, 2 men out of the 94 were admitted into hospital with active tuberculous lesions. The survey started in January 1959 and after six months, because of the poor response, it was decided not to pursue this line of investigation any further.
The two causes for the apparent failure were a lack of co-operation on the part of the participants and also a number of cases of active tuberculosis who had abnormal X-rays on previous occasions, had been admitted into hospital since the beginning of the survey. The relevant X-rays, however, were removed from the records on admission into hospital and were not available for inclusion. In view of the latter, it was decided to scrutinize all newly notified cases during 1959. The findings proved important enough to merit the inclusion of 1960 newly notified cases also, to see if these findings could be repeated and if so, what valid conclusions could be drawn. Fig IA shows the number of newly notified cases of pulmonary tuberculosis in each year under review, and the total number in the two years. Fig 1B shows the number of cases with abnormal chest X-rays in the past, found amongst all newly notified cases, in each year and in both years combined. Each column is divided into sputum positive and negative cases.
During the years 1959 and 1960, 222 active cases of pulmonary tuberculosis were notified, 100 of which were sputum positive. In 64 (28 8 %), previous X-rays showed tuberculous lesions but, as no evidence of activity was found, no antituberculous chemotherapy was given and supervision discontinued. The period between the first abnormal X-ray and the actual breakdown of the lesions varied, the longest interval being nineteen years, the shortest one year, the average four years. In almost every case past X-rays were available and it was possible to compare the original lesion with subsequent development. evidence of activity was found; radiologically the lesions remained unchanged and, after fifteen months, supervision was discontinued. In August 1959 this patient was referred by her general practitioner with a history of two months' illness marked by troublesome cough with abundant sputum and loss of 2 stone in weight. The sputum was positive. An X-ray taken at this time shows extensive bilateral tuberculosis with large cavities (Fig 3) . OQFI to the register and out of these, 51 were cases whose lesions had been considered inactive in the past. 64 cases of tuberculosis were known for years and no treatment was given until they had broken down and 51 of them had become sputumpositive. These 64 cases contributed over onequarter of all new notifications each year (30 4 % and 27 1 % respectively), and one-half of all newly notified positive cases each year (50% and 52% respectively).
In the light of these findings and from clinical experience it would appear that 'radiologically stable lesions' will require more than supervision and our findings support very strongly the findings of Hall et al. (1960) and the Research Committee of the Tuberculosis Society of Scotland (1958) which indicated that such lesions should be treated.
In establishing the significance of so-called 'radiologically stable lesions' on notifications, a further question arose: what led to the breakdown? In the search for the answer the relationship of age, sex, social and housing conditions, alimentary disorders and drugs was studied. From Fig 4 it is clear that, among men, advancing age was the most important factor, the highest incidence of breakdown being experienced from 55 to 65 years, compared with 25 to 35 years in women. The ratio of men to women was 2-55 :1. In studying social and housing conditions, no new factors were found. Practically all cases under review fell into social classes V and IV (31 and 32 respectively) and only one in class II. Housing conditions surprisingly did not seem to be important; they were bad in only 4 cases, average in 36 and good in 24. When associated diseases were studied, diabetes mellitus was found in 2 cases. Alimentary disorders were found in 21 cases, 32-8% of all broken-down 'radiologically Section ofEpidemiology andPreventiveMedcine 707 stable lesions'. In one case the breakdown of a stable lesion was caused by steroids used for the treatment of rheumatoid arthritis. From this attempt to find out what are the causes of the breakdown of clinically inactive 'radiologically stable lesions', one can postulate that age and alimentary disorders are the main causes, particularly in men. Admittedly the number of cases (64) from which these conclusions are drawn is small, and larger numbers are needed to confirm the factors leading to breakdown. 
Conclusion
Multilateral approaches were made by a team of workers to the problem of tuberculosis in a crowded industrial area. This necessitated regular group conferences, and these were so valuable that it is felt they should remain a feature of antituberculosis work.
How far did the team achieve their task and what was learned in the process? It must be answered that although there was disappointment with some aspects of the study, due to the declining importance of the disease, we learned enough to highlight certain matters. Tuberculin testing of infants and entrant school children involves a large amount of work with very little to show but may nevertheless be worth pursuing for the epidemiological interest. The provision of easily accessible facilities to the patients of the general practitioners is of the greatest importance in detecting the disease at an early stage, and the value of evening sessions is stressed. Similarly, X-ray examination of certain community groups, e.g. domestic and factory contacts and males over 50 with chest illnesses is of equal importance
The treatment of infectious and non-infectious patients must be more prolonged than the period previously considered to bevadequate, and treatment of supposedly inactive tuberculosis will halve the incidence of the infectious cases of tuberculosis, for at least 30 % of the newly notified patients had a previous abnormal chest X-ray picture some years before. As preventive measures, contact tracing with the administration of BCG vaccine to non-reactors and the X-ray examination of positive reactors must continue.
We have now returned to the classic machinery of prevention of infectious diseasesthe ascertainment, isolation and treatment of cases combined with the supervision and immunizing of contactsbut the members of the team are not in complete agreement about the wisdom of applying compulsory X-ray examination to uncooperative suspects and contacts, whether near or remote.
